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Abstract — Aims: To review the literature on detection of risky drinking to compare early identification based on everyday clinical
encounters with systematic screening. We also reviewed specific clinical signs that have been suggested to be used as indicators of
risky drinking. Methods: A literature review was performed in PubMed and CINAHL of articles up to November 2010. Results:
Systematic screening and semi-systematic methods in various forms detected more risky drinkers than non-systematic identification
during clinical encounter, but there was a lack of studies comparing the various means of identifying risky drinking. It may be too
early to completely rule out the possibility of using non-systematic methods as an effective strategy to identify risky drinking. The
earliest signs of risky drinking suggested in the literature are psychological distress and social problems. Conclusion: From a public
health perspective, there is a lack of evidence that non-systematic or semi-systematic methods can substitute systematic screening in
terms of numbers of risky drinkers detected. If early signs are going to be used to identify risky drinkers, or those to be screened for
risky drinking, more focus should be on psychological and social signs because they appear earlier than somatic signs.
INTRODUCTION
Lately risky drinking, which includes the International
Classification of Diseases categories hazardous and
harmful drinking (WHO, 1993), has come into focus par-
ticularly in terms of early identification and brief interven-
tions (EIBIs). Many studies have shown that brief
intervention (BI) is an effective way of reducing risky
drinking problems (Kaner et al., 2007) and that screening
and brief interventions (SBIs) are cost effective. However,
many practitioners do not perform well in detecting risky
drinkers, and implementation of SBI has not been satisfac-
tory (Aasland et al., 2008b; Nilsen et al., 2008). One poss-
ible explanation is that the obstacles to implement SBI are
built into the method itself and that it will not be
implemented regardless of the implementation method
(Spak and Andersson, 2008). Two such factors are: (i) that
SBI focuses on very early stages in a process that even-
tually might develop into a (more severe) problem,
whereas the staff wish, and are trained, to concentrate their
efforts towards more severe problems; and (ii) that it is dif-
ficult to adopt a treatment strategy when it is unlikely that
the staff will register a positive outcome, which is the case
with BI since follow-ups are rarely performed as part of a
BI. Further, there is considerable scepticism towards
screening, especially in the Nordic countries (Aasland
et al., 2008b; Beich et al., 2002). Barfod (2008) claims
that physicians in Denmark prefer to bring up the alcohol
issue when a patient shows a possible alcohol-related
symptom, rather than to use systematic screening. In
Finland, Aalto et al. (2003) showed that primary health
care professionals felt that it was easier and more justified
to ask patients about alcohol if (s)he had a symptom
which could be due to excessive drinking. In Sweden, an
alternative method to systematic screening is taught within
‘Riskbruksverkstäderna’, which in English can be named
‘Risky drinking workshops’, (RDWs). In Sweden, RDWs
have been a part of the National risky drinking project
(Riskbruksprojektet) (Spak and Andersson, 2008). The
people behind RDW claim that they teach a method that is
better suited to the ordinary consultation and is more
patient centred than systematic screening. An RDW is an
attempt to strengthen staff self-efficacy in dealing with
risky drinking and includes training in motivational inter-
viewing (Miller and Rollnick, 1992) but does not teach
specific identification methods. Spak and Andersson (2008)
suggested that there presently appears to be an ideological
shift from a systematic screening approach towards a non-
systematic screening method. But if there indeed is a shift
away from a systematic method, we do need evidence
showing that a non-systematic or semi-systematic screening
approach is a more effective method in terms of identify-
ing risky drinking.
However, the definitions concerning different methods of
detection of risky drinking are somewhat confusing, and
there is no commonly accepted terminology to be found. The
way we see it, there are three principle ways of detection of
alcohol drinking problems:
(1) Systematic screening
Screening is a method that is used to identify an unsus-
pected disease using only some of the usual diagnostic
procedures (Babor et al., 1992; Calman and Downie,
2002; Miller and Goel, 2002). It is a way of systemati-
cally probing every (or a substantial number of) patient(s)
when they do not exhibit signs for the probed condition;
this method can also be called universal screening. In the
literature, we can find the term opportunistic screening,
which means that the screening is performed when a
patient visits the health care for a reason other than the
one screened for (Norman and Fitter, 1991). This is an
approach that we also consider as systematic screening.
Yet another concept under this heading is targeted screen-
ing, which is systematic but not universal. In practice,
this means that some inclusion criteria are used for those
to be screened (Melloy et al., 2006). Such criteria can be
certain conditions, e.g. hypertension, or certain administra-
tive groups such as first-time visits.
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(2) Semi-systematic method
When using a semi-systematic method, the care provider
brings up the question of alcohol on the basis of various
physical, social and psychological signs of risky drinking.
We call it semi-systematic as opposed to a fully random
process and, on the other hand, a fully systematic approach.
This method is semi-systematic (at least in theory) as every
patient is probed for signs of risky drinking, albeit not all of
them are asked about alcohol. An example of a semi-
systematic approach can be found in a Finnish list of
suggested criteria for when screening should be carried out
(Heather, 2006). This list includes some somatic symptoms
(or diagnoses) that are not truly early signs, e.g. arrhythmia.
But whether a method is a semi-systematic approach or not
is not really determined by the choice of symptoms, but
rather with what regularity screening is carried out.
(3) Non-systematic
This is a method where the practitioner brings up the ques-
tion of alcohol when he/she feels that it is ‘natural’ to do so,
so to speak on the basis of their clinical judgement. The
method can be assisted by teaching a number of conditions
or symptoms when the practitioner should be particularly
alert to alcohol being a possible cause, but even so it relies
heavily on ‘clinical judgement’. No apparent systematic
system is used. It is probably not a completely random
process, but will be influenced by personal and other vari-
able factors (Melloy et al., 2006).
Originally, the term early identification (EI) included all
methods that somehow could lead to early detection of
hazardous drinking. Unfortunately, EI has in some contexts
been used as a contrast to a systematic screening term
instead of being used as an all-embracing term of several
various means of early identification. EIBI were mentioned
in phase IV of the WHO collaborative project on identifi-
cation and management of alcohol-related problems in
primary health care (Heather, 2006). EIBI was introduced
there as an alternative to SBI as screening was unpopular in
some countries according to the WHO report (Heather,
2006).
Aim
The aim of the present study is to explore if there are specific
clinical signs identified in the everyday clinical encounter
that could make a semi-systematic or non-systematic method
a feasible alternative to systematic screening.
MATERIALS AND METHODS
Relevant articles were identified using the databases PubMed
and CINAHL, including articles up to November 2010. The
search was conducted using various combinations of the fol-
lowing terms: alcohol, drinking, alcoholism, misuse, abuse,
problem, excessive, risk, harmful, hazardous, heavy, high
consumption, recognition, identification, detection, first,
early, signs, symptoms, intervention, identification, detection,
recognition, clues, counselling, assessment, patient centred,
client centred, secondary prevention, targeted screening,
opportunistic screening and guidelines. The search was sup-
plemented by manually reviewing reference lists of identified
articles. Articles were included if they conducted data on
non-systematic or semi-systematic methods to identify risky
drinking. Articles that did not include early signs of risky
drinking, counselling or clinical examination or did not deal
with early detection of risky drinking were excluded. To
make a compilation of clinical signs that are suggested to be
of use in detecting risky drinking, we included articles that
presented early signs of risky drinking.
RESULTS
Signs of risky drinking
We identified 15 articles including early signs of risky drink-
ing (Babor et al., 1989; Bjugn et al., 1987; Burge and
Schneider, 1999; Cyr and McGarry, 2002; Emmen et al.,
2005; Hadida et al., 2001; Holt et al., 1981; Isaacson and
Schorling, 1999; Isaacson et al., 1999; Kappas-Larsson and
Lathrop, 1993; O’Connor and Shottenfeld, 1998; Saunders
and Conigrave, 1990; Saunders et al., 1993b; Skinner et al.,
1981; Werner and Adger, 1995). These are presented in
Table 1.
In these 15 articles identified to include signs of risky
drinking, 119 signs were presented: 48 were social or behav-
ioural signs, 51 somatic and 20 psychological or neurological
(Table 2). The most commonly reported signs are presented
in Table 3.
In the 15 articles identified to include signs of risky drink-
ing, psychological and social factors had already been men-
tioned in the earliest work reviewed (Skinner et al., 1981)
and they are consistently found throughout the years, e.g. in
the work of Saunders et al. (1993b) and Emmen et al.
(2005). The psychosocial factors may be earlier signs than
somatic indicators since the clinical manifestations occur
relatively late in the course of risky drinking, whereas psy-
chosocial problems occur earlier (Burge and Schneider,
1999; Dawson et al., 2008; Skinner et al., 1981).
A common finding was that there was no single sign that
can be used for early identification. Another finding was that
the signs presented only could be used as indicators or clues
to alert the physician and could not be used for screening
(Deehan et al., 1998; Saunders and Conigrave, 1990), but
may be necessary in the identification of which patients
should be screened, e.g. to focus screening efforts (Burns,
1994; McQuade et al., 2000; Werner and Adger, 1995).
Studies comparing various methods of early identification
We found no studies that compared a semi-systematic
method with systematic screening, but we found some
articles that made other types of comparisons of interest for
the issue studied. Some of them compared systematic
screening and non-systematic methods. Skinner et al. (1986)
compared clinical and laboratory detection of alcohol abuse
and found that clinical examination provided better diagnos-
tic accuracy than laboratory tests. They also made an instru-
ment with clinical signs, the Alcohol Clinical Index (ACI).
Escobar et al. (1995) compared the efficacy of different
instruments including CAGE questionnaires, laboratory tests
and the ACI. The results showed that the ACI scoring
reflected the patients’ alcohol consumption but the relation
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Table 1. Articles presenting signs of risky drinking
Article Study design
Characteristics of
signs Screening tools
Authors proposal for
future identification
Alcohol consumption
level investigated
Skinner et al.
(1981)
Overview Psychic, social MAST, MALT Use various indicators in
this article to detect
early stages of alcohol
abuse
Not reported
Holt et al. (1981) Overview Somatic,
laboratory
Not reported Not reported
Bjugn et al. (1987) Overview Somatic, psychic,
social,
laboratory
No specific method
recommended—
systematic screening
not discussed
Not reported
Babor et al. (1989) Comparative field study: 187
non-alcoholics 65 and alcoholics; Part
of WHO collaborative, USA; 91
female and 96 men, age 18–55,
inpatients and outpatients
Somatic, social,
psychic,
laboratory
MAST, MAC scale, WHO composite diagnostic instrument Screening questionnaires Criteria not used
Saunders and
Conigrave (1990)
Overview Social, somatic,
psychic,
laboratory
MAST, CAGE, CAST, MALT, AUDIT Questionnaires that asks
specifically about
alcohol consumption
Varies, but includes
risky drinking
Combinations of
laboratory tests and
composite instruments
can also be used
Saunders et al.
(1993b)
Experimental study: 1888 subjects,
WHO collaborative, Australia,
Bulgaria, Kenya, Mexico, Norway,
USA, Primary health care
Social, psychic,
somatic
AUDIT, MAST, CAGE Screening Reaches from single
alcohol-related
problem to
dependence
Kappas-Larsson
and Lathrop
(1993)
Overview Somatic, psychic CAGE, MAST Questions, screening,
physical and laboratory
assessment
Daily use, amount/day:
level not specified
Werner and Adger
(1995)
Overview Social, somatic,
psychic
CAGE, Perceived-benefits-of-drinking scale, alcohol use
disorders inventory, drug and alcohol problem quick screen,
problem-oriented screening instrument for teenagers,
adolescent alcohol involvement scale, personal experience
screening questionnaire, MAST, CAST
Routinely ask open-ended
questions about alcohol
Alcohol use/increased
alcohol use/alcohol
use problems
O’Connor and
Shottenfeld
(1998)
Overview Social,
behavioural,
psychic
CAGE, AUDIT Not reported Men; >14/week or >4/
occasion Women; >7/
week or >3/occasion
Burge and
Schneider (1999)
Overview Somatic, social,
laboratory,
psychic
CAGE, AUDIT, TWEAK Thorough history of the
drinking behaviour and
its consequences
Mainly related to
substance use
disorder, but discusses
risky drinking
Isaacson and
Schorling (1999)
Overview Social, somatic,
psychic,
laboratory
CAGE, TWEAK, AUDIT, MAST CAGE and quantification
questions
Men; >14/week or 4/
occasion Women; >7/
week or 3/occasion
Isaacson et al.
(1999)
Descriptive study: 233 patients, USA.
139 women and 93 men, 173 white
and 59 non-white, mean age 53 years
Behavioural AUDIT Use clinical clues to
complement traditional
screening
AUDIT >8
Continued
D
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Table 1. Continued
Article Study design
Characteristics of
signs Screening tools
Authors proposal for
future identification
Alcohol consumption
level investigated
Hadida et al. (2001) Descriptive study: 413 patients,
emergency department (ED), UK; age
12–98, mean age 30 years, 173
female, 240 men
Somatic, psychic CAGE Some form of screening Alcohol consumption
not reportedEmploying alcohol health
workers in the ED
Cyr and McGarry
(2002)
Overview Somatic, social,
psychic,
laboratory
CAGE, TWEAK, AUDIT Not reported Not reported
Emmen et al.
(2005)
Overview Social, somatic,
laboratory
Not reported Not reported
Table 2. Signs of risky drinking
Somatic No. Social/behavioural No. Psychiatric/neurological No.
Motor/musculoskeletal Drinking behaviour/attitude Depression, recurrent depression, depressed after
drinking
9
Hand tremor 4 Drinking quickly, gulps the first drink to speed the effect 2 Insomnia, nightmares, sleeping problems, change in
sleep habits
6
Tremor, morning shakes 2 Difficulties in stopping drinking once started 2 Anxiety 5
Gout 1 Increased tolerance of alcohol 2 Memory loss/impairment, poor memory for recent
events
3
Hyperreflexia 1 Eating lightly or skipping meals when drinking 2 Headache, morning headache 3
Face Heavy drinking (at least 4 drinks/day or 60 g ethanol/day) 1 Amnesic episodes while intoxicated (blackouts) 2
Coated tongue 4 Episodes of intoxication twice a month or more 1 Mood swings 1
Smell of alcohol, alcoholic fetor, alcoholic breath 4 Difficulties to get the thought of alcohol out of your mind 1 Intellectual impairment 1
Conjunctival injection 3 Frequent use of alcohol to relive stress/anxiety/depression 1 Irritability 1
Tremor of the tongue 3 Difficulties to stop before became completely intoxicated 1 Nervousness 1
Tremor of mouth 2 Drunk for days 1 Loss of appetite 1
Acne rosacea 1 Fail to do what was expected because of drinking 1 Excitability 1
Alcoholic facies 1 Morning drinking 1 Psychiatric problems 1
Facial flushing 1 Drinking at unusual times 1 Personality change 1
Skin Drank more than friends 1 Change in energy level (adolescent) 1
Scars, scars unrelated to surgical procedure 3 Become angry after drinking 1 Suicidal thoughts (adolescent) 1
Bruises 2 Concern Suicidal attempts (adolescent) 1
Abnormal skin vascularization 2 Attempts to cut down on drinking have had limited success 2 Eating disorder 1
Palmar erythema 1 Concern or worry about drinking by self or family or both 1 Restlessness 1
Gastrointestinal Feeling of remorse after drinking 1 Sociopathy 1
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Hepatomegaly, liver size and consistency 4 Health worker concerned about your drinking 1
Dyspepsia 3 Legal
Diarrhoea, recurrent diarrhoea 3 Legal difficulties, difficulties with the law, legal problems 5
Vomiting, morning vomiting 2 Charges of ‘driving under influence’ 1
Abdominal pain, chronic epigastric pain 2 Violence 1
Gastritis 2 Arrests 1
Pancreatitis, acute and chronic pancreatitis 2 Accidents
Nausea, morning nausea 2 Accidents, accidents in which alcohol intake is involved 3
Heartburn 1 Motor vehicle accidents 1
Reflux oesophagitis 1 Work/school
Gastrointestinal bleeding 1 Work-related problem, employment/school difficulties 7
Gastroesophageal reflux 1 Tardiness or absents from work because of drinking 1
Bloated facies (may appear Cushingoid) 1 Frequent sick days 1
Gastrointestinal problems 1 Job loss 1
Cardiovascular Sudden lapse in school attendance (adolescent) 1
Hypertension 8 Falling grades (adolescent) 1
Palpitations 3 Social
Tachycardia, pulse 2 Social dysfunction, social complications 2
Urogenitalia Intrapersonal relationship problems 2
Impotence, sexual dysfunction, erectile dysfunction 3 Most friends are heavy drinkers 1
Gynaecological disorder 1 Most leisure activities involve drinking 1
Polyuria 1 Isolation 1
Feminazation 1 Family
Severe premenstrual syndrome 1 Family problems, family conflict 4
Injuries Marital disharmony, separation, divorce 3
Trauma, falls 4 Family member with drinking problem, family history of drug abuse 2
Injuries, injuries to self or other as a result of your
drinking
2 Family members with symptoms of neurosis 1
Fractures 1 Domestic abuse 1
Signs of old rib fracture on chest radiograph 1 Other
Head injuries 1 Other drug use, tobacco use, smoking 3
Other Frequent presentations to the emergency departments with non-specific
symptoms
1
Obesity 2 Financial problems 1
Diabetes, poorly controlled diabetes 2 Self-care problems 1
Parotid enlargement 2 Sexual or physical abuse 1
Fatigue 2 Deterioration in other life areas 1
No gross incidents of intoxication with blood alcohol
>33 mmol/l
1 Child abuse 1
Peripheral neuropathy 1
Weight loss 1
Non-specific complaints 1
D
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was not as strong as for the CAGE and the authors con-
cluded that systematic screening using questionnaires was
more effective than clinical detection (non-systematic).
Olfson and Braham (1992) explored the utility of CAGE by
comparing it with physician detection without CAGE (non-
systematic) and showed that the rate at which problem
drinking was detected more than doubled using CAGE
questions. Babor et al. (1989) found that self-administered
questionnaires and structured interviews were better than
laboratory tests and clinical examinations (non-systematic)
with regard to cost and the level of administration and inter-
pretive skills required. Levine (1990) compared in a litera-
ture review the relative value of consultation, questionnaires
and laboratory investigation in the identification of exces-
sive alcohol consumption. He concluded that questionnaires
would be the best choice in population surveys, while con-
sultation (non-systematic) would be the best method in
general practice as well as in hospitals. Hadida et al. (2001)
studied an emergency department and found that 39
problem drinkers were identified using the CAGE question-
naire, 40 through staff assessment and 36 identified by both
CAGE and staff assessment. Further they found that those
patients identified by staff assessment (non-systematic) often
were intoxicated and lacked insight into their problems.
These patients were less likely to be dependent than those
detected using the CAGE questionnaire. They might also
have been more likely to respond well to BIs. Although it
seems clear that more persons with risky drinking can be
identified with systematic screening, more evidence is
needed on how many persons can be identified with sys-
tematic screening and by non-systematic methods. The
ongoing UK Screening and Intervention Programme for
Sensible drinking (SIPS) study (Kaner et al., 2009), as well
as the one that our team is presently conducting in Sweden,
may be able to solve this issue.
Early identification in subgroups of the patient population
We could not find any article dealing with a semi-systematic
method specifically for women. According to Cyr and
McGarry (2002), detection of women with alcohol problems
differs from detection of men with the same problems. They
also stated that women are less likely to be identified with
alcohol problems than men, and so they recommended
routine screening and stated that physicians must recognize
the differences between women and men. They also provided
tables of signs that could be used in the early identification
of risky drinking in women (Cyr and McGarry, 2002).
Those signs do not differ from signs found in articles con-
cerning men, which suggest that there is no need for special
signs when dealing with women.
Werner and Adger (1995) studied adolescents and risky
drinking. They concluded that adolescents’ history of alcohol
use is shorter than that of adults’, which means that they do
not necessarily present suffering from its consequences.
They also wrote that alcohol use should be considered in all
psychological, social and medical-related problems as well
as high-risk behaviours and predisposing risk factors.
According to these authors, paediatricians need to be sensi-
tive to alcohol issues and be skilled interviewers in detecting
alcohol problems.
DISCUSSION
Arguments for and against different identification methods
In the reviewed articles different arguments for and against
non-systematic, semi-systematic and systematic methods are
brought up. Many authors who argue against systematic
screening point out that systematic screening underestimates
alcohol problems because most screening instruments, e.g.
Alcohol Use Disorder Identification Test (AUDIT), are
based on consumption measures and, as these authors point
out, there is an underreporting of the true alcohol consump-
tion (Babor et al., 1989; Saunders and Conigrave, 1990).
Others argue that patients’ sensitiveness around alcohol
issues makes systematic screening awkward for the clinical
team, and add that screening does not fit well in the patient-
centred consultation (Aasland and Johannesen, 2008a; Beich
et al., 2002; Emmen et al., 2005; Levine, 1990). Another
problem that has been pointed out is the high number of
patients needed for screening in order to find a case of risky
drinking (Beich et al., 2003).
The most common arguments against a semi-systematic
method based on signs concern the observation that most
signs are not truly early (Burge and Schneider, 1999;
Saunders and Conigrave, 1990; Saunders et al., 1993a).
Other arguments concern cost effectiveness and skills
required. For example, Levine (1990) wrote that assessments
can be time consuming which makes them expensive and
that the main disadvantage of using consultation to detect
problem drinkers is that the accuracy depends on the skills of
the practitioner. Many studies suggest that screening tools
are more effective than non-systematic physician detection
(Babor et al., 1989; Escobar et al., 1995; Olfson and
Braham, 1992), but no study examines a well-defined semi-
systematic method. Some studies imply that non-systematic
physicians’ detection is insufficient and that many patients
Table 3. The most commonly reported signs
Sign No.
Depression 9
Hypertension 8
Work problems 7
Insomnia 6
Anxiety 5
Legal problems 5
Hepatomegaly 4
Trauma 4
Family problems 4
Hand tremor 4
Coated tongue 4
Smell of alcohol 4
Accidents 3
Marital disharmony 3
Other drug use 3
Conjunctival injection 3
Tremor of the tongue 3
Scars 3
Dyspepsia 3
Diarrhoea 3
Palpitations 3
Impotence 3
Memory loss 3
Headache 3
Light grey, psychiatric; dark grey, social/behavioural; normal, somatic.
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with drinking problems are missed (Buchsbaum et al., 1992;
Deehan et al., 1998; Isaacson et al., 1999; Reid et al., 1986).
Deehan et al. (1998) found that general practitioners (GPs)
mainly detected obvious cases such as dependent drinkers
and self-presenting patients and they suggested that one
explanation for this might be the fact that few GPs used
screening instruments, implying that there is a need for
screening tools to detect more invisible cases. Saunders et al.
concluded that non-systematic clinical examination findings
had weak and often non-significant correlations with mean
daily alcohol intake (Saunders et al., 1993b).
Signs of risky drinking
We found as many as 119 different early signs of risky
drinking in the reviewed articles and, of course, it is difficult
for a practitioner to keep all these signs in mind in a short
consultation. Some signs are more frequent and these might
be more useful (Table 2).
Isaacson et al. (1999) wrote that the symptoms they used
in their study were not specific to alcohol problems due to
their commonality in the studied subjects; and that some of
the signs may be common in a PHC population and might
therefore be too non-specific in order to serve well as signs
of alcohol problems.
Alcohol consumption has consistently been associated
with a number of diseases in epidemiological studies and
systematic reviews (Corrao et al., 1999; Single et al., 1999;
White et al., 2002). To quantify the risk for a number of con-
ditions, Gutjahr et al. reviewed the literature and reported the
relative risk for some well-established conditions with refer-
ence to various levels of alcohol consumptions. Inter ali,
hazardous drinking during a prolonged time increased the
risk for hypertension to 1.27 for men and 1.43 for women,
psoriasis to 1.60 for both men and women and breast cancer
in women to 1.30 (Gutjahr et al., 2001). As part of the
Global Burden of Disease project initiated by the WHO
(Rhem et al., 2006), it was estimated that 40% of all alcohol-
related disability-adjusted life years (DALYs) were due to
injuries and nearly 40% to neuropsychiatric conditions,
whereas cancers only attributed to 7% of all DALYs caused
by alcohol. Both injuries and psychiatric conditions can be
regarded as early signs of risky drinking. In a 3-year pro-
spective study in the USA, Dawson et al. (2008) reported an
increased odds ratio for social harm but not for mood and
anxiety disorders among risky drinkers. Nevertheless, despite
the existing literature, more studies could be helpful in
improving the list of the most common health consequences
(in given social settings) that are relevant for identifying
risky alcohol consumers.
Early identification and the patient-centred consultation
We like to point out that those who advocate screening in no
way speak against patient or client-centred consultation.
Actually, there is good evidence that patients often expect or
welcome the issue of alcohol to be brought up (Johansson
et al., 2002), and hence perhaps, it can be interpreted that it
is the staff rather than the clients who worry about the possi-
bility that screening would diminish the possibility of con-
ducting a patient-centred consultation. We propose that the
lack of a client-centred consultation does not arise when a
question is asked, but when it is asked in a
non-client-centred style or when there is an inadequate sub-
sequent discussion. Whether using screening tools interfere
with the consultation depends on how the discussion is
handled, and this can of course be trained.
Ethics and early identification of risky drinking
Is it ethically adequate to spend time identifying and giving
advice on risky drinking, when a patient visits a health ward
for another problem? A patient might not be interested at all
in discussing alcohol problems but only to get help with the
problems that caused the visit in the first place. The focus on
risky drinking might take away time from other important
issues and it may, according to some authors, also be a threat
to the patient-centred consultation. Screening might be effec-
tive from a public health perspective but it is not self-evident
that each individual will benefit from the screening (Miller
and Goel, 2002). Another issue is that if screening is not
employed, the drinking problem might be missed. Yet
another ethical issue concerns the health-economic discus-
sion. If professionals fail to detect patients, there will be
higher societal costs later which will take resources from
other health problems, and the SBI have been proved cost
effective (Kraemer, 2007).
Limitations
We have performed a thorough search of the literature, but
have found that most of the literature on EIBI regards sys-
tematic screening. There is a need for more research on EIBI
regarding semi-systematic and non-systematic methods with
regard to both reach and effectiveness. For example, when a
non-systematic approach is employed, how many patients
will be reached and do we reach the patients who indeed
have a risky drinking pattern (Mukamal, 2010)? It is hard to
study the phenomenon of early identification due to lack of
commonly accepted terminology and definitions of the
method. It is further difficult to know if we have found all
relevant articles due to the lack of common definitions and
terms. A similar finding concerns the definition of hazardous
drinking as the definition of this concept also varies between
different studies and countries. Other problems we had to
deal with in this review were the alcohol levels for hazardous
or risky drinking. These have not been consistent through
the years and even today the recommendations vary greatly
among the various guidelines and countries.
CONCLUSION
We could not find any evidence for or against the effective-
ness of a semi-systematic or non-systematic EI method.
What we know is that systematic screening is an effective
method of detecting risky drinking (Babor et al., 1992;
Kaner et al., 2007; Levine, 1990). Concerning early signs of
risky drinking, psychosocial factors are important and if a
semi-systematic screening method is to be used, the focus
has to be on the psychosocial factors. There is an obvious
need for more research comparing semi-systematic methods
and systematic screening. Of the signs to focus on, we
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believe that the following eight are the most important for
EI: depression, hypertension, work problems, insomnia,
anxiety, legal problems, trauma and family problems.
REFERENCES
Aalto M, Pekuri P, Säppä K. (2003) Obstacles to carrying out brief
intervention for heavy drinkers in primary health care: a focus
group study. Drug Alcohol Rev 22:169–73.
Aasland OG, Johannesen A. (2008a) Screening and brief interven-
tion for alcohol problems in Norway. Nord Stud Alcohol Drugs
25:515–21.
Aasland OG, Nygaard P, Nilsen P. (2008b) The long and winding
road to widespread implementation of screening and brief inter-
ventions for alcohol problems. Nord Stud Alcohol Drugs
25:469–76.
Babor TF, Kranzler HR, Lauerman RJ. (1989) Early detection of
harmful alcohol consumption: comparison of clinical, laboratory,
and self-report screening procedures. Addict Behav 14:139–57.
Babor TF, de la Fuente JR, Saunders JB et al. (1992) AUDIT—the
Alcohol Use Disorders Identification Test: Guidelines for Use in
Primary Health Care. In:WHO, PSA/92.4, Geneva.
Barfod S. (2008) A GP’s reflection on brief intervention in primary
health care in Denmark. Nord Stud Alcohol Drugs 25:523–7.
Beich A, Gannik D, Malterud K. (2002) Screening and brief inter-
vention for excessive alcohol use: qualitative interview study of
the experience of general practitioners. BMJ 325:870–2.
Beich A, Thorsen T, Rollnik S. (2003) Screening in brief interven-
tion trials targeting excessive drinkers in general practice: sys-
tematic review and meta-analysis. BMJ 6:536–42.
Bjugn R, Broen P, Fluge Ø et al. (1987) Patients with alcohol pro-
blems. Early identification and intervention in general practice.
Tidsskr Nor Laegeforen 107:2253–5.
Buchsbaum DG, Buchanan RG, Poses RM et al. (1992) Physician
detection of drinking problems in patients attending a general
medicine practice. J Gen Intern Med 7:517–21.
Burge SK, Schneider D. (1999) Alcohol-related problems: recog-
nition and intervention. Am Fam Physician 59:361–70, 372.
Burns CM. (1994) Early detection and intervention for the hidden
alcoholic: assessment guideline for the clinical nurse specialist.
Clin Nurs Spec 8:296–303.
Calman KC, Downie RS. (2002) In Detels R, McEwen J,
Beaglehole R et al. (eds.) Oxford Textbook of Public Health,
the Scope of Public Health, Vol. 1. New York: Oxford
University Press.
Corrao G, Bagnardi V, Zambon A et al. (1999) Exploring the
dose-response relationship between alcohol consumption and the
risk of several alcohol-related conditions: a meta-analysis.
Addiction 94:1551–73.
Cyr MG, McGarry KA. (2002) Alcohol use disorders in women,
screening methods and approaches to treatment. Postgrad Med J
112:31–2.
Dawson DA, Li TK, Grant BF. (2008) A prospective study of risk
drinking: At-risk for what? Drug Alcohol Depend 95:62–72.
Deehan A, Templeton L, Taylor C et al. (1998) Low detection
rates, negative attitudes and the failure to meet the ‘Health of the
Nation’ alcohol targets: findings from a national survey of GPs
in England and Wales. Drug Alcohol Rev 17:249–58.
Emmen MJ, Wollersheim H, Bleijenberg G et al. (2005) How to
optimize interventions for problem drinking among hospital out-
patients? Neth J Med 63:421–7.
Escobar F, Espi F, Canteras M. (1995) Diagnostic tests for alcohol-
ism in primary health care: compared efficacy of different instru-
ments. Drug Alcohol Depend 40:151–8.
Gutjahr E, Gmel G, Rehm J. (2001) Relation between average
alcohol consumption and disease: an overview. Eur Addict Res
7:117–27.
Hadida A, Napur N, Mackway-Jones K et al. (2001) Comparing
two different methods of identifying alcohol related problems in
the emergency department: a real chance to intervene? EMJ
18:112–5.
Heather N. (ed). (2006) WHO Collaborative Project on
Identification and Management of Alcohol-Related Problems in
Primary Health Care. Development of Country-wide Strategies
for Implementing Early Identification and Brief Intervention in
Primary Health Care—Report to the World Health Organization
on Phase IV. Geneva: World Health Organization.
Holt S, Skinner HA, Israel Y. (1981) Early identification of alcohol
abuse: 2. Clinical and laboratory indicators. CMAJ
124:1279–94.
Isaacson JH, Schorling JB. (1999) Screening for alcohol problems
in primary care. Med Clin North Am 83:1547–63.
Isaacson JH, Nielsen C, Urbanic R et al. (1999) Markers for
patients with alcohol problems in an outpatient general medicine
clinic. Subst Abuse 20:141–7.
Johansson K, Bendtsen P, Åkerlind I. (2002) Early identification
for problem drinkers: readiness to participate among general
practitioners and nurses in Swedish primary health care. Alcohol
Alcohol 37:38–42.
Kaner EF, Beyer F, Dickinson HO et al. (2007) Effectiveness of
brief alcohol interventions in primary care populations.
Cochrane Database Syst Rev 18:CD004148.
Kaner E, Bland M, Cassidy P et al. (2009) Screening and brief
interventions for hazardous and harmful alcohol use in primary
care: a cluster randomised controlled trial protocol. BMC Public
Health 10:287.
Kappas-Larsson P, Lathrop L. (1993) Early detection and
intervention for hazardous ethanol use. Nurse Pract 18:50,
53–5.
Kraemer KL. (2007) The cost-effectiveness and cost-benefit of
screening and brief intervention for unhealthy alcohol use in
medical settings. Subst Abuse 28:67–77.
Levine J. (1990) The relative value of consultation, questionnaires
and laboratory investigation in the identification of excessive
alcohol consumption. Alcohol Alcohol 25:539–53.
McQuade WH, Levy SM, Yanek LR et al. (2000) Detecting symp-
toms of alcohol abuse in primary care settings. Arch Fam Med
9:814–21.
Melloy B, Das S, Gramopadhye A et al. (2006) A model of
extended, semisystematic visual search. Hum Factors
48:540–54.
Miller AB, Goel V. (2002) In Detels R, McEwen J, Beaglehole R
et al. (eds.) Oxford Textbook of Public Health, the Practice of
Public Health, Vol. 3. New York: Oxford University Press.
Miller WR, Rollnick S. (1992) Motivational Interviewing:
Preparing People to Change Addictive Behaviour. New York:
Guilford Press.
Mukamal K. (2010) A 42-year-old man considering whether to
drink alcohol for his health. JAMA 26:2065–73.
Nilsen P, Kaner E, Babor TF. (2008) Brief interventions, three
decades on. Nord Stud Alcohol Drugs 25:453–67.
Norman P, Fitter M. (1991) The potential and limitations of
opportunistic screening: data from a computer simulation of a
general practice screening programme. Br J Gen Pract
41:188–91.
O’Connor PG, Shottenfeld RS. (1998) Patients with alcohol pro-
blems. N Engl J Med 338:592–602.
Olfson M, Braham RL. (1992) The detection of alcohol problems
in a primary care clinic. J Community Health 17:323–31.
Reid A, Webb GR, Hennrikus D et al. (1986) Detection of patients
with high alcohol intake by general practitioners. BMJ
293:735–7.
Rhem J, Taylor B, Room R. (2006) Global burden of disease from
alcohol, illicit drugs and tobacco. Drug Alcohol Rev 25:503–13.
Saunders JB, Conigrave KM. (1990) Early identification of alcohol
problems. CMAJ 143:1060–9.
Saunders JB, Aasland OG, Amundsen A et al. (1993a) Alcohol
consumption and related problems among primary health care
patients: WHO collaborative project on early detection of
persons with harmful alcohol consumption-I. Addiction
88:349–62.
Saunders JB, Aasland OG, Babor TF et al. (1993b) Development
of ht Alcohol Use Disorders Identifications Test: WHO colla-
borative project on early detection of persons with harmful
alcohol consumption-II. Addiction 88:791–804.
Single E, Robson L, Rehm J et al. (1999) Morbidity and mortality
attributable to alcohol, tobacco and illicit drug use in Canada.
Am J Public Health 89:385–90.
290 Reinholdz et al.
by guest on M
ay 25, 2016
D
ow
nloaded from
 
Skinner HA, Holt S, Israel Y. (1981) Early identification of alcohol
abuse: 1 Critical issues and psychosocial indicators for a compo-
site index. CMAJ 124:1141–52.
Skinner HA, Holt S, Sheu WJ et al. (1986) Clinical versus labora-
tory detection of alcohol abuse. BMJ 292:1703–8.
Spak F, Andersson A. (2008) Large scale implementation of early
identification and brief intervention in Swedish primary health
care—will it be successful? Nord Stud Alcohol Drugs
25:477–88.
Werner MJ, Adger H. (1995) Early identification, screening, and
brief intervention for adolescent alcohol use. Arch Pediatr
Adolesc Med 149:1241–8.
White IR, Altmann DR, Nanchahal K. (2002) Alcohol consumption
and mortality: modelling risks for men and women at different
ages. BMJ 27:191.
WHO (ed). (1993) ICD-10 International Statistical Classification of
Diseases and Related Health Problems. Geneva: World Health
Organization.
Different Identification Methods of Risky Drinking 291
by guest on M
ay 25, 2016
D
ow
nloaded from
 
